Indeed, Medicare has been called the "lone bastion of largely unmanaged fee-for-service care in the United States." 3 Many Medicare patients do not have a connection with a primary care physician (PCP) at all: in one analysis, 24% of patients had a specialist physician as their usual source of care; in another, 14% of patients saw only a specialist over the course of a year. 3, 4 For those who do have a PCP, the coordination challenges are mind-boggling: for every 100 Medicare beneficiaries, the average PCP needs to coordinate with 99 physicians in 53 different practices. 5 In this issue of JGIM, Barnett and colleagues report the results of a survey whose findings highlight some of the challenges in providing coordinated, patient-centered care for Medicare beneficiaries in the current model. 6 The authors used administrative data for PCPs, medical subspecialists, and surgical subspecialists to identify physician colleagues based on shared Medicare patients. Participating physicians were presented with their professional network of Medicare colleagues, and were asked to identify individuals from this list to whom they referred. They were also asked to provide up to two reasons-aside from clinical expertise-why they referred to that particular physician. While the study is limited by its geographic focus and academic setting, in the context of health reform and attempts to foster delivery system integration and coordination of care, three findings deserve discussion.
First, medical and surgical subspecialists reported initiating referrals to approximately half (49% and 52%, respectively) of the physicians within their identified professional network of Medicare colleagues, as compared with 66% for PCPs. For both medical and surgical subspecialists, a distinct minority of the referral relationships were with PCPs (10% and 20% respectively). About a third of their referral relationships were with surgical subspecialists, while the majority were with medical subspecialists.
The issue of specialist-to-specialist referrals, variously referred to as "cross-referrals" or "secondary referrals," is not well characterized in the literature. In one study of nonMedicare patients, the rate was low, approximately 3%.
While there are clinical situations where a secondary referral may be appropriate for streamlining and expediting care, for example from a general cardiologist to an electrophysiologist or from an endocrinologist to a pituitary surgeon, to ensure that care is integrated from the patient's perspective, all cases should include communication and possibly consultation with the primary care home. Underscoring this point, the American College of Physicians has developed a patientcentered medical neighborhood model that recommends care coordination agreements between primary care and specialist physicians that explicitly address how both secondary referrals and patient self-referrals should be handled. 8 The second finding of note is that PCPs, medical subspecialists and surgical subspecialists differed in the reasons they provided for choice of referral colleague. Compared with medical subspecialists, PCPs were significantly more likely to be concerned with between-physician communication (a composite measure), and compared with surgical subspecialists, they placed significantly greater import on whether a colleague shared their medical record (18% versus less than 3%).
This finding is congruent with the different roles played by primary care and subspecialist physicians. While subspecialists provide deep but narrow expertise in a particular organ system or disease, the role of PCPs is to provide a much broader longitudinal perspective, focusing on the whole patient over time. Excellent flow of information enables PCPs to coordinate across body systems, health care providers and settings, and to assist patients in setting goals and priorities. At the same time, given the sheer number of physicians and practices involved in a typical Medicare patient's care, the responsibility for communication cannot lie entirely with PCPs. A key attribute of a functioning medical neighborhood is proactive communication by subspecialists. 8 Particularly in the context of self-referrals and secondary referrals, ACOs will need to create processes and systems to ensure ready access to timely clinical information that spans the care continuum.
The last salient finding is that all three groups were unlikely to cite "patient access" factors as being considerations in choosing a colleague for referral: roughly a third of PCPs, a quarter of medical subspecialists and a fifth of surgical subspecialists chose this category. Patient access factors such as timely availability of appointments, convenient location, language concordance, or patient request were arguably the most explicitly patient-centered measures in the survey.
The concept of patient-centered care was first introduced by the Institute of Medicine more than a decade ago. Since then, this verbiage has been incorporated into many key policy initiatives, including patient centered medical homes and the Patient Centered Outcomes Research Institute, but has largely remained aspirational in nature. A 2004 survey of American adults in primary care practices found that 44% of respondents reported that their physicians sometimes, rarely or never told them treatment choices or asked for their opinion in making decisions about their care. 9 More recently, a 2009 survey found that among patients referred to a specialist, 26% reported feeling unprepared about what to expect, and a similar percentage received no information regarding follow-up from the specialist. 10 We still have a long way to go to transform our provider-driven system into one that places patients at its center.
As health reform calls for the reorganization of health care into integrated systems that are accountable for patient outcomes and total spending, the survey findings from Barnett and colleagues highlight several important challenges: a high prevalence of secondary referral relationships; a difference in orientation between PCPs and subspecialists in valuing communication and shared clinical information; and relatively low priority placed on patient factors when choosing a referral colleague.
While physicians' reasons for referral may be generalizable, the extent of secondary referrals is likely driven by the study's focus on Medicare, which arguably represents a worst case scenario for integration. Most Americans are currently in managed care arrangements that, to a greater or lesser extent, either incentivize against or ban self-referrals and limit physician networks. Traditionally these networks have been primarily driven by cost considerations, but more recently insurers have begun designing high performance networks based on quality and cost data. 11 There has also been interest in leveraging information technology to more easily incorporate patient and clinician preferences into the referral selection process. 12 Future studies should better define the ecology of secondary referrals, including referral rates, patterns of subspecialty referral, indications for referral, involvement of PCPs, patient safety considerations, and cost implications. It will be important to track how the recent $29 billion federal investment in health information technology, adoption of electronic health records and development of health information exchanges shapes referral decisions and networks over time. And much more attention needs to be paid to patient experience and patient preferences in the referral process.
Meanwhile, the Pioneer ACO program is being presented to patients as a way to improve their healthcare experience:
Any patient who has multiple doctors probably understands the frustration of fragmented and disconnected care: lost or unavailable medical charts, doctors who don't coordinate their decisions with one another, duplicated medical procedures, or having to share the same information over and over with different doctors. Accountable care organizations are designed to lift this burden from patients, while improving the partnership between patients and doctors in making health care decisions.
Whether or not ACOs deliver on this promise will depend on whether they are able to realign incentives, relationships and expectations among PCPs, subspecialists and patients in the service of less fragmented and more efficient care.
